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PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGYION SHOULD BE COMPLETION
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F 315 | 483.25(d) NO CATHETER, PREVENT UT?, F 315 On 10/30/12, a review of the medical 1111672013
$8=D | RESTORE BLADDER record for Resident #8 per
. . admmistrative nursing staff doss not
Based on the resident's comprehensive indicate any symptoms or current
azsessment, the facility must ensure that 3 treatment for urinary tract or other
resident who enters the facility without an infection. On 10/30/12, the Resident
indwelling catheter is not catheterized unless the was placed on alert charting to observe
catheterization was necessary; and a resident  __ infection, Am education packet,
who is incantinent of bladder receives approptiate including the policy for perineal care
treatment and services to prevent urinary tract and infection control/standard
infections and to restore as much normal bladder precautions, was initiated for all
function as possible. nursing staff on 10/30/12. All nursing
staff shall receive and review packet by
Ihis REQUIREMENT Is not met as evidenced ;hliﬁ, ifcefv’j ;ﬁmﬁi"_ym
ﬁ . -
Based on medical record review, observation, g“,;;'ﬁfﬁ,,m p:,f "
facility policy review, and interview, the facility administrative nursing staff yeveals that
failed to ensure staff provided proper cieansing to RO CiNent troateoents for urinary tract
prevent possible urinary tract infections for cne infections are inplace for any resident.
resident (#8) of sixteen residents reviewed, CNT observations of perineal care
The findings included: m} rf- :"E smﬂ"'ti_ g;)li OE fs. sot{iisbywi]il -
Resident #8 was admitted to the facility on Juns mﬂ;m :‘;te‘;pf:; gﬁ;ﬁf ;ﬁﬁk’
11, 2010, with diagnoses including Alzheimer's we5f= for 4 weeks. Addi;;iona!
with Behaviors, Depression, Ostecarthritis, and et will be provided 2 fime of
Hypothyreidism., of ion, if needed
Medical record review of the Minimum Data Set DON’H?.:::SIW’?’ %gﬁ:ﬁ?
dated October 9, 2012, revealed the resident was con’puance. Rfy OA Doct with QA
frequently incontinent of the bladder and was Smng_q:frtt:r Q mon ol
totally dependent for toileting and personal oM 10 assess orent Boing
hygiene care, performance improv programs,
Metdical record review of the resident's care plan
dated October 17, 2012, revealed "...assist with
peri care after each incontinent episode..."
ABORATORY, DIRECTOR'S OR PROVIDERISUPPUER REPRESENTATIVE'S SIGNATURE THLE {%8) DATE
&ETM—/ Adaparistepdor w[osfiz
L" A\ .
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F 315

Continued From bage 1

Observation on Qctober 24, 2012, at 9:35 am., in
the resident's room, revealed Certified Nursing
Technician (CNT) #1 performing pericare on the
resident. ONT #1 washed the hands and applied
protective gloves, applied a gait belt to the
resident and then transferred the resident fo the
bed, removed the gloves to refrieve additional
supplies to perform pericare, and without washing
hands ieft the resident's room. CNT #1 returned
to the resident’s room and without washing the
hands applied protective gloves. CNT #1 than
resumed pericara on Resident #8 by firgt
cleansing the rectal area of stool ang then without
changing gloves and washing hands cleansed the
labia without separation. CNT #1 then rermoved
the gloves and without washing hands applied a
gait belt to the resident to aid with transfer to the ™
resident's wheelchair,

Review of facility palicy entitled "Perineal Cara",
not dated, revealed “...wash perineal ares, wiping
from front to back...separate labia and wash area
downward from front to back...”

Review of facility policy entitled
"Handwashing/Hand Hygiene", not dated,
revealed ", employees must wash their
hands...before and after direct resgident
contact..after removing gloves.. hand hygiene is
always the final step after removing and
disposing of personal protective equipment...”

Interview with CNT #1 on Ogtober 24, 2012, at
10:05 a.m., outside the resident's room,
confirmed the resident was cleaned from back to
front, the hands were not washed and gloves
were not changed after cleaning the rectal area,

F315
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FORM APPROVED
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' STATEMENT OF DEFIGIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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F 315 Continued From page 2 F 318
and the gait belt was applied to the resident
before CNT #1 washed the hands. -
F 323 | 483.25(h) FREE OF ACCIDENT F 323 )
$8=E | HAZARDS/SUPERVISION/DEVICES 1. 0n1024/12, pull slarms were placed | 11/16/2013
in both restrooms in question,
The facility must ensure that the resident 2. On10/50/12, resident aweas of the
environment remains as free of accident hazards facility were monitored by the |
as is possible; and each resident receives Administrator for potential accident
adequate supervision and assistance devices to risks, with no areas identified.
prevent accidants. 3. Telephonos to enable contact with the
mursing station will be installed in both
Testrooms i question.
4. During the next three Resident Council
mestings, the facilitator will ask the
This REQUIREMENT s not met as evidenced members if thero are arcas in the
by: facility that they are concemned about
Based on interview and observation the facility regarding safety or access. After that
failed to evaluate and implement an intervention time, the same will be addressed
to reduce the risk of accidents. amually during Resident Couneil
meetings. Results of this questioning
The findings included: will g0 o the QA Committee for
further action.
During the group meeting with the residents on
Qctober 23, 2012 from 2:30 p.m, until 3:20 p.m.,
in the Activity Room, one resident revealed the
men's and women's restrooms located across -
from the Activity Room, and next to the Dining
Room, on the first floor of the facility, were not
equipped with emergency pull cords. Continued
interview during the group meeting, revealed the
residents were concemed they would be unable
to call for help if the residents were not able to be
heard through the restroom doors,
Observation of the men's and wornen's restrocoms
on the first floor of the facility on Qctober 23,
2012, at 3:45 p.m,, revealed neither restroom was
equipped with a method of alerting staff from the
ORM CMS-2567(02-88) Previoun Versiona Obsolels Evert 1D: LU0 Faedlity [D: TN1914 If continuation shest Page 3 of 14
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL -
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1D PROVIDER'S PLON OF CORRECTION o5
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F 323

F 328
s5=

Continued From page 3
inside of the restroom by the residents.

interview with the Director of Nursing (DON) on
October 24, 2012, at 8:25 a.m., in the DON's
office, confirmed the absence of emergency pull
cords in the restrooms located on the first floor of
the facility.

Interview with the Administrator on October 24,
2012, at 1:20 p.m., in the Administrator's Office,
cenfirmed the absence of emergency pull cords, ™~
or other call system, in the restrooms on the first
fioor of the facility. Continued interview confirmed
the residents of the facility also utilized the
restrooms during times when staff members were
not present on the first floor. Continued interview
confirmed the lack of emergency pull cords in the
restrooms presented a risk to the resident's
safetly.

483.25(k) TREATMENT/CARE FOR SPEGIAL
NEEDS

The facility must ensure that residents receive
proper treatment and care for the foliowing
spacial services:

Injections;

Parenteral and enteral fiyids:

Colostorny, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by: -

Based on medical record review, observation,

F 323

F 328
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F 328 | Continued From page 4 F328] 1, on 10/22/12, Resident #10 was 11/16/2013
and interview, the facility fafled to ensure oxygen assessed by LPN and DON, The
was administered at two liters per nasal cannula Resident was having 4 acute change
for one resident (#10) of sixteen residents in status and was experiencing
reviewed, symptoms of CHF exacerbation. LPN
) had used nursing judgment and
The findings included: inereased oxygen flow rate while
waiting for respongs from Resident’s
Resident #10 was admifted to the facility on physitian. LPN obtained order to
November 18; 2008, with diagnoses including titrate the oxygen to try to stabilize
Derentia, Diabetss, Impaired Renal Function, OXygen saturation.
Cerebrovascular Accident, and Anemia, 2. All residents receiving oxygen therapy
were andited on 10/22/12 by nursing
Medical record review of the Minimum Datz Set adminigteation to ensure the correct
dated July 16, 2012, revealed the resident was flow rate, pér physician order, was in
Severely cognitive impaired, had short and long place. The following order was added
term memory problems, and required total to the physician’s routine oxders: May
assistance with transfers and all activities of daily administer oxygen via nasal cannula or
living. facial magk for oxygen saturations less
~ than $1% or shortness of breath, May
Medical record review of a Physician Order dated titrate 6Xygen to maintain oxygen
October 22, 2012, revealed, “02 (Oxygen) at 2L saurations at or shove 91%. Oxygen
(two liters) PNC (per nasal cannula) PRN (as saturations every shift. Notify MD if
needed) (Decrease 02 SATS (oxygen oxXygen is administered.
saturation), SOB (shortness of breath)” 3. DON, or designee, will review all new
d ensure correct flow
Observation on October 22, 2012, at 8:00 p.m, in rate 5 in place, per M ordes for 04
the resident's room, revealed the resident lying in days.
bed with oxygen infusing per nasal cannula at five 4. DON will present for review during
liters per minute. quarterly QA mesting. The QA
» i d ine if oneoi
interview with the Director of Nursing on October mmﬁm Hongaing
22, 2012, at 8:15 p.m., at the nursing station,
confirmed the resident's oxygen was infusing at
five liters per minute and the Physician's Orders
had not been followed.
F 371 | 483.35(i) FOOD PROCURE, F 37
83=F | STORE/PREPARE/SERVE - SANITARY
DRM GMS-2667(02-95) Previous Varsians Obssiste Event ID: LUS011 Facility 10; TNT314 If continuation sheet Page 5 of 14
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED

A BUILDING
- A4A114 & Wika 1012512012
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8 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5}

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFEREEEECC)'TEﬁ |g‘;-lje APPROPRIATE DATE
#1 and #2 11/16/2012
F 371 Continued From page 5 F871| 1. The food coloring and seasoning
The facllity must - were dated on 10/22/12 since they
(1) Procure food from sources approved or had been opened that day.
considered satisfactory by Federal, State or local 2. Food will be stored, prepared and
autherities; and * i .
(2} Store, prepare, distribute and serve food - N .buﬁ:td%% :smes under
under sanitary conditions Sanftary >
3. Dietary staff was in-serviced
regarding the need to date all
opened items, The cooks will be
responsible ta check all items for
' label & date at the end of each shift.
This REQUIREMENT is not met as evidenced 4. This comective action will be
by: jtored by the department CD
Based on ob_servati?n and interview, the fagility %Fi,m ’Ih:yRD :vill check the M,
fallgg ;oeﬁ[owde Sanitary storage of food and Iabeling of opened items durin g her
9 monthly department rounds. When
The findings included no issues are identified for 3
s consecutive months, the RD will
Observation of the dietary department on October cease this monitoring,
22,2012, from 7:25 p.m. until 8:40 p.m., # 11/16/2012
revegled: 1. Thetoaster was cleaned by the
1. Open and not dated 32 ounce container of dietary staff on 10/23/12.
blue food coloring, and was available for use; 2. Dietary equipment will be
2. Open and riot datt_ad 28 ounce container of maintained in & sanitary manner.
Eesrgon Pepper seagoning, and was avsailable for 3 A nmmew hmsmbwn}pmc] i to
3. The taaster had debris on top of it and was repiace the toaster in question. The
stored on a shelf with clean coffee cups; and was,_ new toaster will be added to the
available for use; daily cleaning schedule.‘
4. Two wire food cooling racks were stored with 4. This comrective action will be
debris on them, and were available for use; monitored by the department CDM,
5. - Salad bar utensils, measuring cups, and CFPP. The RD will check the
ladles were stored i plastic containers with toaster during her mon
1(":i‘:,;burissei.n the bottom of them, and were availabie department r%u;;s. ngz 10 issues
P identified for 3 consecutive
6. Eight drinking glasses were stored wet, and ane i 4 X
were available for use; months, the RD will cease this
monitoring,
ORM CMS-2567(02-88) Provious Verslons Obsolete Event ID: LU9011 Fagility ID: TN1$14 If continuation sheet Page & of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A BURDING
44A114 8 wiNa 10/25/2012
NAME OF PROVIDER Oft SUBPLIER STREET ADDRESS, CIY, STATE, ZIP CODE
3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37214
(X4 I SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S FLAN OF GORRECTION %)
RECEDED PREFIX CORREGTIVE ACTION SHOULD BE COMPLETION
P%'x ﬁ&%@%ﬁ%&m mm&%’lﬁ) TAG GRO@Sg-HREFEREgEGEIé '23 g‘gﬁ APPROPRIATE DATE
#4 . 11/16/2013
F 371 | Continued From page 5 F371| 1. The racks in question were de-limed
The facility must - and cleaned by dietary staff on
(1) Procure foad fram sources approved or 1023/12.
considered sangsfacmry by Federal, State or lacal 2. Dietary equipment will be
authorities; a1 L maintained in 8 sanitary manner,
(2) Store, prepare, distribute and serve food Food will be stored, prepared and
under sanitary conditions fistributed at all tintes wad
3. The racks were placed on a regular
cleaning schedule by dietary staff.
' 4. This corrective action will be
This REQUIREMENT is not met ss evidenced monitored by the department CDM,
bg-ésed beervation and interview, the faciy CFPP. The RD will check the racks
' on ouservation and interview, during her monthly department
failed to provide sanitary storage of food ang rounds. When nobi{ssues are
equipment identified for 3 consecutive months,
The findings included #sthe RD will ¢ceass this monitoring.
Observation of the dietary department on October 1. The container and contents in 1171672012
22, 2012, from 7:28 p.m. uniil 8:40 p.m., quastion were discarded on
revealed. 10/22/12.
1. Open and not dated 32 ounce container of 2. Dietary equipment will be
blue food coloring, and was available for use; maintained in a sanitary manner.
2. Open and not dated 28 ounce container of Food will be stored, prepared and
lsmon pepper seasoning, and was avallable for distributed at all '[1'!1’138 under
use; . g
3. The toaster had debris on top of it snd was samitary conditions. -
stored on a shelf with clean coffee cups; and was_ 3. The containers to be used will be
availabla for use; cleaned by dietary staff on a regular
4. Two wire food cooling racks were stored with cleaning schednule, )
debris on them, and were available for use; 4. This comrective action will be
5. Salad bar utensils, measuring cups, and monitored by the department CDM,
ladles were stored in plastic containers with CFPP. The RD will check the
dabris in the bottom of them, and ware available plastic confainers during her
for use; ds, Wh
6: FEight drinking glassas were stored wet, and ;Oﬁédgmﬂr 3 e
were available for use; o ive months, the RID will

IRM CMS-2567(02-98) Pravious Versions Obsolete EventiD: LUSOTT Faciity D TR DS IOMITONM By cor sheet Page 6of 14
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FORM APPROVED

OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES ER/CLIA GTIO DATE SURVEY
AND PLAN OF CORREGTION xi 'Eﬂsgﬂwgsg%?umm ﬁ?u“::;::m GONSTRUGTION m’mmsnzn
- 44A114 B. WING 1042512012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3025 FERNBROOK LANE
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SUMMARY STATEMENT PROVIDER'S PLAN OF CORRECTION
gggﬂ‘?ﬂ {EACH DEF!GIENSE\" MUST BEO ;é%ﬁélggtggs FuLL F'RIEDFD: (EAGH GORRECTIVE ACTION SHOULD 8E cov.nrw%rm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREgg% Eﬁ ér%E APPROPRIATE DA
. #6 i 11/16/201
F 371 Conttinued From page 5 F371) 1, The glasses in question were
The facility must - rewashed on 10/22/12.
{1) Procure food from sources approved or 2. Distary equipment will be
considered satisfactory by Federal, State or local maintained in a sanitary manner.
authorfies;and 3. Glass storage trays, which will
(2) Store, pmfepare clhsmbute and serve food liow for it ciroulstion during
under sanitary conditions drying time, have been purchased
and dietary staff is being in-serviced
regarding their use.
. 4. This corrective action will be
‘ monitored by the department CDM,
This REQUIREMENT is not met as evidenced CFPP. The RD will check the
by: dryin for plasses durin
" Based on observation and interview, the facility her m%;::;l;e zp:;mmcroundsg
failed to provide sanitary storage of food and When no issues are identified for 3
equipment. consecutive months, the R will
The findings included cease this monitoring,
#7 . 117161201
Observation of the dietary department on October 1. The steam table pans in question
22, 2012, from 7-25 p.m. untii 8:40 p.m., were rewashed on 10/22/12.
revealed: 2. Dietary equipment will be
1. Open and nhot dated 32 ounce ¢ontainer of maintained mnsa mﬂ'ary manner.
blue food coloring, and was available for use; Food will be stored, prepared and
2. Open and not dated 28 ounce container of distributed at all times under
lemon pepper seasoning, and was available for itary conditions
use; ; > N ) . .
3. ‘The toaster had debris on top of it and was 3. Onday shif, all pans will be given
stored on a shelf with clean coffee cups; and was_ at Ieast 5 hours to dry before storing
available for uge; and overnight for the closing shift
4. Two wire food cooling racks were stored with 4, This comective action will be
debris on them, and were available for use; monitored by the department CDM,
$. Salad bar utensils, measuring cups, and CFPP. The RD will check the steam
ladies were stored in plastic containers with table pans during her monthly
debris in the bottom of them, and ware avallable department rounds. When no issues
for usa; » e e ) .
i identified for 3 consecutive
8: Eight drinking glasses were stored wet, and ans . )
momtonng.
RM CUS-2557(02-50) Praviaus Versions Obsolete Event ID; LUSG1T Faedlty 10: TN1214 If eontinuation sheot Page 6 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES " "FORM APPROVED
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STATEMENT OF DEFICIENCIES
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. A BUILDING
44A114 ~ [BWNG 1012512012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY. STATE, 2IP CODE
3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37214
0 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION [5)
PREFI (EAGH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
. #8 11162014
F 371 | Continued From page 6 F371) 1. The serving trays from outside 1
7. Five steam table pans were stored wet, and Tunctions were discarded on
were available for use; . 10/22/12.
8. Serving trays and baking pans were stored 2. Dietary equipment will be
with debris and dust on them on & shelf with maintained in & sanitary manner.
clean coffee cups, and were available for use. 3. Serving trays from outside functions
Interview with the head cook and the dietary ?vﬂthOt be stored in the kitehen area
department manager on October 22, 2012, at in the fufure,
8:40 p.m., in the dietary depariment, confirmed 4. This corrective action will b
the food coloring and the lemen pepper monitored by the department CDM,
saasoning were to have been dated when CEPP. The RD will check the
opened. Continued interview, at that time, presence of trays from outside
confirmed the toaster, wire cooling racks, and functions during her monthly
Serving trays and pans were {0 be ¢leaned department rounds. When no issues
before being stored in a clean area and all h are idcn;;ﬁm 3 consecutive
utensils, measuring cups, and jadles were to be months, the RD will this
properly stored in clean containers; drinking o, oease
glasses, and steam table pans were to be dried 4 gmomtormg. 6201
rior 1 being stored for yse, : 1 2
P - 1. The fan was removed from the
Continued observation on October 24,2012, at kitchen area on 10/24/12.
8:05 am., in the dietary department, revealed a 2. Dietary equipment will be
c:rpulaﬁng fan on a pedestal in the on position maintained in 4 sanitary manner.
and blowing aver a food prep area, Food will be stored, prepared and
Interview with the dietary manager ¢n October 24, . butzi;l?t d;li]?:lﬁ T
2012, at 8:08 a.m., in the dietary department, 3 Usm; ﬂans T aotb
confirmed "you can't have a fan blowing aver - Use of pedestal fans will not be
food.” allowed in the kitchen area,
F 441 483,65 INFECTION CONTROL, PREVENT F441] 4. This comective action will be
$S=E | SPREAD, LINENS monitored by the department CDM,
CEPP. The RD will check the use
The facility must establish and maintain an of pedestal fans during her monthly
Infection Control Program designed to provide a department rounds. When no issues
gafe, sanitary and comfortable environment and are identified for 3 consecutive
to help prevent the development and transmission months, the RD will cease this
of disaase and infection. mo nito;ing.
-
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"1 The facility must establish an infection Control

{a) infection Control Program

Program under which it - :
(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation, .
should be applied to an individual resident, and
(3) Maintains a record of incidents and comective
actions related to infections.

() Preventing Spread of Infection

(1} When the Infection Control Program
determines that a resident needs isolatien to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit emptoyees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands aftar each direct resident contact for which
hand washing is indicated by aceepted ~
professional practice.

(c) Linens

Personnel must handie, store, process and
transport finens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, ohservation,
facility pelicy review, and intarview, the facility
failed to ensure staff cleansed the over bed table
prior to placing clean supplies on i, failed to
ensure staff washed hands during a dressing

Ragidents #8 mmd #2 were reviewed by
administrative nursing staff. No
current treatments for infections am m
place or signs/symptoms of urinary
tract or other mfections are noted for
above stated residents, On 10/24/12,
hand washing check-off sheets were
initinted with mrmrsing staff.
Obgervations are to be conducted by
mursing administrative staff. On
10/29/12, anrging administrative stefy
began observations for hand washing
during medication pass or treatments,
On 10/30/12, observations for perineal
care were initiated by licensed nursing
staff,

2. 0n10/29/12, echagation was initiated
for nursing staff including infection
contro]l and hand washing, All nursing
staff will have received and reviewed
scducation packsts by 11/8/12. All new
nursing employees will receive and
review education packet on hire date.

3. Numing administrative staff will
observe 4 times ¢ weoek for one week,
then 2 times a week for 3 weeks, then
once a week for 4 weeks, with
additional traming provided as needed
atthe time of observation.

4. The DON, or designee, will monitor
results each week, The QA Committes
will review on next quarterly meeting
10 determine if continued performance
improvement programs are needed.

DENOV—DB-ZO 12 14:23 LAKESHORE FERNBROOK P.011
PARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
I STATEMENT OF DEFICIENGIES ot PROVIDERSSUPPLIERICLIA MULTIPLE CONSTRI RVEY
AND PLAN OF CORRECTION o) IDENTIFIGATION NUMBER; w2 UETION m’%ﬁ%ﬁﬂ
A BUILDING
444114 5 WiNG 1012512012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
3026 FERNBROOK LANE
H
LAKESHORE HEARTLAND NASHVILLE, TN 37294
o 1D SUMMARY STATEMENT OF DEFICIENCIES [12] PROVIDER'S PLAN OF CORRECTION XE)
PREFIX, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
F 441 | Continued From page 7 F441| 1. On10/29/12, medical records for 11/16/2013

ORM CMS-2567{02-99) Pravious Versions Obsolete

EventiDi LU0

Fecility 1D: TN1954

If continuation sheet Page 8 of 14



NUV-UY-2012  14:24 LAKESHORE FERNBROOK P.012

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

STATEMENT (OF DEFICIENGCIES {X1) PROVIDER/SUPPLIER/GLEA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:;

44A114

© |B.WiNG

{X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING com u

10/25/2012

NAME OF PROVIDER OR SUPPLIER
LAKESHORE HEARTLAND

STREET ADDRESS, CITY, STATE, ZIP CODE
3025 FERNBROOK LANE
NASHVILLE, TN 37214

X410 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL
TAG REGULATORY OR LSC DENTIEYING INFORMATION)

) PROVIDER'S PLAN OF CORREGCTION 08y

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 441 Continued From page 8

¢hange for one resident (# 2), failed to ensure
staff washed hands and changed gloves during
incontinence care for ane resident (#8), and failed
to ensure staff maintained infection contro}
practices during a medication administration for
sixteen residents reviewed.

The findings included:

Observation on October 23, 2012, at 1:30 p.-m.,
revealed the facility's reatment nurse perfarming
a dressing change on resident's (#2) right heel,
Observation revealed the treatment nurse placed
a clean barrier on the over bed table and placed
the clean supplies on the barier without
cleansing the table. Observation revealed the
treatment nurse washed the hands, applied
gloves, removed tha old dressing from the right
heel, and discarded the dressings in a plastic
bag. Continued observation revealed the

ent nurse cleansad the wound, measursd
the wournd, and applied a clean dressing to the
right heel without removing gloves or washing the
hands.

Continued observation of the treatment nurse
performing the dressing change on the resident's
left heel revealed the treatment nuree washed the
hands, applied gloves, remaoved the okd dressing
from the left heel, and discarded the dressings in
a plastic bag. Continued observation reveated the.
treatment nurse cleansed the wound, measured
the wound, and applied a clean dressing to the
left heel without removing gloves or washing the
hands.

Review of the facility's Wound Care Policy
revealed, "...Put exam glove, Loosen tape and

F 441
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remove dressing. Pull glove over dressing and
discard into appropriate receptacle. Wash and
dry your hands thoroughly. Put on gloves..."

tnterview with the treatment nurse on October 23,
2012, at 2:00 p.m., at the nursing station,
confirmed the over bed table was not cleansed
pricr to applying a clean barrier and the hands
were not washed between cleansing the wound
and applying a clean dressing for both heels.

Resident #8 was admitted to the facillty on June
11, 2010, with diagnoses including Alzheimer's
with Behaviors, Depression, Qsteoarthrifis, and
Hypothyroidism,

Medical record review ¢f the Minimum Data Set
dated October 9, 2012, revealed the resident wasg_
frequently incontinent of the bladder and was
totally dependent for toileting and personal
hygiens cars.

Medical record review of the resident's care plan
dated October 17, 2012, revealed "...assist with
peri care after each incontinent episode...”

Cbzervation on Qctober 24, 2012, at 9:35 a.m., in
the resident's room, revealed Certified Nursing
Technician (CNT) #1 performing pericare on the
resident. CNT #1 washed the hands and applied
pratective gloves, applied a gait belf to the
resident and than transferred the resident to the
bed, removed the gloves o retrieve additional
supplies to perform pericare, and without washing
hands left the resident’s room. CNT #1 relumed
to the resident’s room and without washing the
hands applied pratective gloves. CNT #1 then
resumed pericare on Resident #8 by first

F 441

QRM CMS-2567(02-89) Previous Vartions Obaolote Event ID: LU0

Facllity 1D: TN1914 [f continuation sheet Page 10 of 14




NOV-08-2012 14:24 LAKESHORE FERNBROOK P.014

DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CL LA (%2} MULTIPLE COMSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; COMPLETED
A BUADING
44A114 B. VNG 10/25/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. 2IF* CODE
3025 FERNBROQIK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 57214
oA D SUMMARY STATEMENT OF DEFIGIENCIES 17} PROVIDER'S PLAN OF CORRECTICN 1X8)
PREEIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULD BE GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMAYION) TAG CROSS-REFEREEIEEE: IE!O\IC“':)E APPROPRIATE LATE
F 441 Continued From page 10 F 441

cleansing the rectal area of stool and then without
changing gloves and washing hands cleansed the,
labia. CNT #1 then removed the gloves and
without washing hands applied a gait belt to the
resident to aid with transfer to the resident's
wheelchair,

Review of facility policy entitled
"Handwashing/Hand Hygiene", not dated,
revealed "...employees must wash their
hands...before and after direct resident
contact...after removing gloves...hand hygiene is
always the final step after removing and
digposing of personal protective equipment..."

Interview with GNT #1 on Qctober 24, 2012, at
10:08 a.m., outside the resident's room,
confirmed the hands were not washed and gloves
were not changed after cleaning the rectal area,
and the gait belf was applied to the resident
bafors CNT #1 washed the hands.

Observation during Medication Administration on
October 23, 2012, at 8:55 a.m., revealed
Registered Nurse (RN} #1 preparing medications
for Med Pass Resident A, Continued observation.|
revealed RN #1 drépped a pill from the original
packaging onto the top surface of the medication
cart. Further observation revealed RN #1 picked
up the medication frern the cart using a paper
medication eup, carried the medication in the cup
into the resident’s room, donned a pair of gloves,
returned to the medication cart and placed the
medication with gloved hand into the resident's
medication cup for administration.

Interview with RN #1 on October 23, 20142, at
2:00 a.m., outside the resident's room, confirmed
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RN #1 was going to administer the medication
after the medication had been dropped on the
surfacs of the medication cart. Confinugcd
interview confirmed RN #1 would administer the
madication because "it did not touch the floor".
Further interview with RN #1 confirmad the top
surface of the medication cart was not clean.

Cantinued ¢observation during Medication
Administration with RN #1 on Octobar 23, 2012,
at 8:05 a.m., outside Resident A’s room, revealed
RN #1 placed Resident A's medication in a ~
locked drawer, entered the resldent's room to
wash her hands and returned to the medication
cart, Continued observation revealed RN #1
unlocked the drawer to the medication cart,
removed the resident’s medications, closed the
drawer, picked up the water pitcher to pour water
into a seperate cup, picked up the medications,
knocked on the resident's door, placed the
medicationg on the resident’s bedside table, and
without rewashing her hands, administered PQ
medigations to the resident. Further observation
revealed RN #1 then donned a pair of gioves
located in the resident’s room, pickedup a
container of eye drops, and then administered
eye drops in the resident's eyas without washing
hands before or after the administration of the

eye drops.

Review of facility policy, entitled
"Handwashing/Hand Hygiene", not dated,
revealed handwashing is required “...5¢. Before
and after diract resident contact (for which hand
hygiene is indicated by acceptable professional
practice)...”, and "...8. The use of gloves does nok
replace handwashing/hand hygiene..." Continued
review of facility policy revealed, "...7. Hand
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hygiene is always the final step after rernoving
and disposing of parsonat protective
equipment...”
Interview with RN #1 on October 23, 2012, at
;10 a.m., outside the rasident's room, confirmed
RN #1 did not follow proper infection ¢ontrol
practices during medication administration to the
resident J
1. Onl10/24/12, alarms were placed 11/16/2012
F 463 | 483.70(f) RESIDENT CALL SYSTEM - F483] s i amestion, |
§8=F | ROOMS/TOILET/BATH 2. On 10/29/12, resident areas of the
facility were monitorsd by the
The nurses’ station must be equipped to receive Administrator for pmg"g’l accident
resident calls through a communication system riske with no areas identified.
from resident rooms; and toilet and bathing 3, Telsphones 1o enable contact with the
facilities. nursing station will be wstalled in both
rastrooms in question.
. i three i Coumneil
This REQUIREMENT is not met as evidenced b el the fetimmtor ol adk the
by: e .
Baged on interview and observation, the facility Ifl;cility thgg:ryeg conc;:cgl:bout
failed to maintain a resident call system inthe  ~ regarding safety or aceess. After that
men's and women's restrooms utilized by the time, the same will be addressed
residents on the first floor of the facility. annually during Resident Council
L oge s , meetings. Results of this questioning
The findings included: will go to |'She QA Committee for
During the group meeting with the residents on further action.
Qctober 23, 2012 from 2:30 p.m. until 3:20 p.m.,
in the Activity Room, one resident revealed the
men's and women's rastrooms located across
from the Activity Room and next to the Dining
Roorn, on the first floor of the facility, were not
equipped with emergency pull cords. Conftinued
interview during the group mesting revealed the
residents were concemed they would be unable
to call for help if the residents were not able to be
heard through the reatroom doors.
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QObsearvation of the men's and women's restrooms
on the first floor of the facility on October 23,
2012, at 3:45 p.m., revealed neither restroom was
equipped with a method of alerting staff from the
inside of the restroom by the residents.

[ntarview with the Director of Nursing (DON) on h
Qctober 24, 2012, at 8:25 a.m., in the DON's
office, confirmed the absence of emergency pull
cords in the restrooms Iocated on the first fioor of
the facility.

Interview with the Administrator on October 24,
2012, at 1:20 p.m,, in the Administrator's Office,
confirmed the absence of emsrgency pull cords,
or other call system, in the restrooms on the first
floor of the facility. Continued interview confirmed
the residents of the facility also utilized the ,
restrooms during times when staff members were
not present on the first floor. Further interview
confirmed the lack of emergency pull cords in the
restrooms presented a risk to the resident's

safety.

ORM CMS-2567(02-00) Previous Versions Obsolats Event 1D:LUDO1 Facillty 1D; TN1814 If continuation shaat Page 14 of 14




